If using words in common implies alignment in approach and values, the Community Health Governance (CHG) model presented by Lasker and Weiss in their article "Broadening Participation in Community Problem Solving: a Multidisciplinary Model to Support Collaborative Practice and Research" would be a comfortable fit for practitioners of governmental public health. Governmental public health consists of federal, state, and local public health agencies responsible for disease prevention and health promotion. While public health has always operated in communities, during the last 20 years there has been an increasing recognition that improving the health of communities must involve new approaches to collaboration that go beyond the traditional expert-driven approach to professional practice. [1] [2] [3] The model presented in Lasker and Weiss's thoughtful paper presents concepts and a framework that appear quite similar to those that public health practitioners are using to refine their approaches to community involvement. Collaboration, empowerment, bridging social ties (community building), and the importance of community engagement are both key elements of the CHG model and terms increasingly used by governmental public health officials. 4 These same terms are becoming part of the accepted cannon guiding contemporary public health practice. 5, 6 Are public health practitioners as closely aligned to the tenets of the CHG model as the common language implies? Consider a governmental public health approach such as the allocation of acquired immunodeficiency syndrome (AIDS) funding through community councils (Ryan White CARE Act), which involves community-based organizations and even unaffiliated community members in a prioritization, funding, and monitoring protocol that operates in urban areas across the country. 7 However, the model of participation, rules of engagement, and final authority for funding decisions are determined by governmental officials. Is this an example of collaborative problem solving consistent with the CHG model?
The Mobilization for Action through Planning and Partnership (MAPP) was developed by the National Association of County and City Health Officials as a mechanism to engage community members in assessing health problems in their communities and set priorities and implementation strategies. 8 This approach also seems consonant with the CHG model. In this collaboration strategy, a local governmental agency convenes a selected community group and facilitates it in a structured assessment and planning process developed by public health experts. Is this an example of bridging social ties and empowerment?
Although current public health programs use many of the terms presented in the CHG model to describe a range of activities intended to improve community health, Lasker and Weiss present an approach to community problem solving that brings a much richer array of disciplinary perspectives, more precision, and quite different meanings to these terms. The model incorporates the critical characteristics of a collaborative process (who is involved, how participants are involved, and the scope of the process) and the special qualities of shared leadership and facilitative management required to support specific mechanisms through which community collaborations can improve community health. The authors suggest that there is quite a gap between the strategies and actions employed in day-to-day practice of public health professionals committed to improving collaboration and the problemsolving approach presented in the article.
Thinking about this gap from the perspective of a public health official who has implemented many programs described as community collaborative initiatives over the last 20 years, the CHG model does address some of the dissonance I experienced when the comforting rhetoric of collaboration came face to face with the very hard and challenging work required to collaborate with community members as equals. 9 I have also explored in detail the experiences of the nine Turning Point partnerships across the country, which informed the development of the CHG model by their on-the-ground activities and innovations. Both my historical and recent experiences support a response to the common language issue presented at the beginning of this commentary; the apparent similarity in the terms and language of collaboration and community engagement obscures substantial differences in both meaning and actions between traditional public health practice and the aspirations of the CHG model. This dilemma presents a very serious problem that transcends theoretical disagreement. There is growing consensus on the importance of collaboration and community engagement reflected in professional standards and performance expectations in public health practice. [10] [11] [12] [13] [14] At the same time, wide variation exists around what this actually looks like and how to evaluate the effectiveness of collaborative activities. I have no doubt that most public health practitioners fully embrace the goals of improving community health, even extending to the very broad World Health Organization definition of health as not only the absence of disease, but also positive well-being. The definition of community health presented in the CHG model goes even further. Lasker and Weiss define community health as "encompassing all of the environmental, social, and economic resources as well as the emotional and physical capacities that enable people in a geographic area to realize their aspirations and satisfy their needs." This is a truly community-derived definition of health and is rooted in the social definition of well-being that emerged from the experiences of the CHG partnerships. It is a definition of health not particularly linked to traditional factors considered important by heath professionals.
This represents a fundamental conceptual difference between meaning and actions with profound implications for public heath practice. The definition of community health presented in the CHG model places the role of governmental public health and its technical tools as only one option in a much broader community tool kit. Formal public health approaches may not be chosen by a community as part of a collaborative problem-solving strategy even if the issues of concern sound like traditional health problems (infant mortality or asthma). [15] [16] [17] Governmental public health is clearly at the table in the collaborative processes described by Lasker and Weiss, but these professionals do not have a dominant role. Given the socially embedded nature of our most pressing urban heath problems (human immunodeficiency virus [HIV]/AIDS, bioterrorism, race-based health disparities), the CHG model points public health professional in a useful direction.
Many current community-based activities in public health practice depart from the principles and strategies that are very precisely described in the article as most promising in establishing broad and effective community participation to improve health. The two strategies mentioned above, the Ryan White CARE Act and the MAPP process, are examples of very well intentioned governmental efforts to broaden collaboration and community engagement. It would be interesting to evaluate these approaches based on the proximate elements of the CHG model (individual empowerment, social ties, and synergy). These are elements of the collaborative process that to date have not been well understood or measured in these or other public health practice activities. This observation should not threaten, but challenge public health practitioners to use the model to better adapt our actions with our intentions.
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What is the key challenge for making the CHG model operational in public health practice? Government, as well as other large institutions, can be threatened by a more equal community role in problem solving. The default behavior is often a retreat to defensiveness and a reliance of traditional sources of power based in technical expertise, control of resources, or regulatory authority. The CHG model could be considered a general threat to the full range of public heath practice activities and the future financial stability of public health departments. The Lasker and Weiss article develops a model that could provide a framework for understanding that there are specific types of health issues, not all health issues, for which collaborative problem solving is necessary. This does not portend the end of governmental public health. In addition, the model provides an approach for evaluating the effectiveness of collaborations on a scientifically rigorous basis that should assist agencies committed to community-based public heath practice. An equally important early use of the model will be as a catalyst for generating a more precise national dialogue within public health on effective collaboration. This dialogue should probe beneath the surface similarity of the words we use about the importance of community in health to achieve a closer examination of the consistency and impact of our actual practices. Weiss does an excellent job of providing a conceptual framework for community collaborative decision making, one that is applicable to multiple reform efforts, whether their origins are in public or community health, social services, education, community development, or other fields. [1] [2] [3] [4] [5] Its delineation of proximate outcomes for collaborative processes-empowerment, social ties, and synergy-is particularly useful because it brings a focus on the quality and nature of the interactions among collaborative members and offers a framework for measuring the collaborative activity itself in ways that can begin to test the framework's explicative power.
Before a framework can be tested, however, it must be put into practice. Perhaps the biggest challenge to making this community problem-solving framework operational is the reorienting of professional roles that it requires.
Many community issues and concerns, of course, do not require collaborative problem solving, but can and should be delegated to professionals. In many instances, for instance, the community does not need or want extensive involvement in developing or managing sanitation systems, inspecting public buildings, or addressing environmental hazards (traditional public health functions). The technical expertise of professionals is necessary and sufficient to identify specific problems, analyze them, define solutions, and carry them out. In fact, professionals are accustomed to making these decisions, either unilaterally or collegially with their peers, during much of their working lives.
Some community issues and concerns, however, require more than technical expertise for successful resolution. In fact, many of the most significant community issues and concerns are multidimensional in character and involve complex interrelationships that are not amenable to professional or technical solutions alone. In medical terms, either the patient must become part of the solution (e.g., engage in a diet and exercise regimen or take medication regularly) for that solution to succeed, or the patient must decide what the best solution is (e.g., decide whether the potential side effects of a treatment outweigh the potential medical gain, given that patient's circumstances) to provide satisfaction with the result. The professional's expertise is needed to provide options and describe their costs and benefits, but not unilaterally make or carry out the decision.
In fact, reform efforts in frontline service delivery in multiple fields (child welfare, mental health, juvenile justice, substance abuse treatment, disability services, education and special education, welfare, youth development, and employment and
